Hydatic cysts can rarely be observed in musculoskeletal tissue and often misdiagnosed. However, clinical outcome is good after successful surgery.
Case Report:
A 36-year-old woman affected by pain and a mass in her right gluteal region with a 2-year history was seen in outpatient clinic. She suffered from pain growing by walking and limited hip motion. Her examination revealed a mild erythema and a small swelling in contrast to her contralateral hip in gluteal region. In history, she was misdiagnosed in another center as having an abscess diagnosis and needle aspiration was made by local clinician. No pathological findings were seen radiolographies. Her serological test results were normal. Ultrasonography (USG) revealed a 52 mm × 47 mm diameter hypoechoic intramuscular cyst with septations. Computed tomography (CT) demonstrated a cystic lesion located in posterior muscle groups and extending inferiorly without bony involvement (Fig. 1) . The findings were interpreted as hydatid cysts. The echinococcal indirect hemagglutination test (IHA) was found to be negative. However, this result was evaluated as false negative. Additional examinations were performed with the consideration that may be a tumor. No pathological findings were observed in abdominal USG and thoracic CT. She was operated under spinal anesthesia. A 5-cm diameter welldemarcated mass was found over the gluteal muscle tissue. Affected area was irrigated with povidone-iodine (betadine) for 5 minutes. Cyst was excised entirely. Surgical site was washed with hypertonic saline (Fig. 2) . Later, the mass was intentionally ruptured, odorless, clear fluid, and daughter vesicles were observed. Biopsy was taken. Postoperatively, albendazole chemotherapy was prescribed. Biopsy was reported hydatid cyst as chitinous cuticular membrane and inflammation in the surrounding tissue (Fig. 3) . She had no complaints at her latest follow-up.
Discussion:
Muscle tissue has a limited environment for growing of this lesion due to its contracting nature, also it has high lactic acid levels and the parasite has to cross physiological barriers of lung and liver. Hydatid cysts are rarely seen in musculoskeletal system, so hydatid cyst is less considered in differential diagnosis. Metastatic diseases, sarcoma, lipoma, giant cell tumor, malignant fibrous histiocytoma, abscess, mycotic infections, and tuberculosis must be considered in differential diagnosis of soft tissue masses [3, 4] . Hydatid cyst disease is usually diagnosed by serological and radiological studies. However, the diagnosis is challenging when the disease is primarily located in muscle tissue. Half of the primary intramuscular hydatidosis cases give a false negative [5] ın our case, IHA was negative preoperatively, we assume that antibody was not produced or diminished with time. History, clinical findings, examination, serological tests, and radiological studies should be evaluated together. Biopsy is not a primary diagnostic tool; it may cause local recurrence and anaphylaxis [6, 7] . Our patient was misdiagnosed previously and fine needle biopsy was performed, obviously, this did not harm. A lumber spinal magnetic resonance imaging (MRI) previously made reveals that the mass used to be larger 1 year before our diagnosis (Fig. 4) . Treatment options for hydatid cyst are intracystic chemotherapatic injection and aspiration (puncture, aspiration, injection, and reaspiration), exclusive chemotherapy, and en bloc resection [8, 9, 10] . Recurrence is not very rare [11, 12, 13, 14] . We excised the entire cystic mass. During surgery, povidone-iodine irrigation and hypertonic saline wash were done to prevent any local recurrence. She had no symptoms at her 12-month follow-up.
Conclusion:
In endemic areas like Turkey, hydatid cyst should be suspected when a cystic lesion is found in soft tissue. Fine needle biopsy must not be performed until serological tests, USG, and MRI exclude hydatid cyst. 
Clinical Message
In endemic areas, hydatid cyst should be suspected when a cystic lesion is found in soft tissue.
